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Abstract

The Affordable Care Act provides an unprecedented opportunity to enroll criminal justice–

involved populations in health insurance, particularly Medicaid. As a result, many state and county 

corrections departments have launched programs that incorporate Medicaid enrollment in 

discharge planning. Our study characterizes the national landscape of programs enrolling criminal 

justice–involved populations in Medicaid as of January 2015. We provide an overview of sixty-

four programs operating in jails, prisons, or community probation and parole systems that enroll 

individuals during detention, incarceration, and the release process. We describe the variation 

among the programs in terms of settings, personnel, timing of eligibility screening, and target 

populations. Seventy-seven percent of the programs are located in jails, and 56 percent use 

personnel from public health or social service agencies. We describe four practices that have 

facilitated the Medicaid enrollment process: suspending instead of terminating Medicaid benefits 

upon incarceration, presuming that an individual is eligible for Medicaid before the process is 

completed, allowing enrollment during incarceration, and accepting alternative forms of 

identification for enrollment. The criminal justice system is a complex one that requires a variety 
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of approaches to enroll individuals in Medicaid. Future research should examine how these 

approaches influence health and criminal justice outcomes.

The United States has one of the highest incarceration rates in the world, with 6.9 million 

people in jail or prison or on probation or parole in 2013.1,2 National surveys have shown 

that incarcerated people are at higher risk than the general population for having chronic and 

infectious diseases such as hypertension, asthma, HIV, and hepatitis.3,4 The most recent 

national data available revealed that 24 percent of state prisoners reported substance 

dependence, 15 percent reported a mental health condition, and 42 percent reported both 

mental health and substance use disorders.5 Social and economic barriers such as low levels 

of literacy and high rates of poverty, homelessness, and unemployment also contribute to 

poor health in criminal justice–involved populations.6

Correctional facilities include prisons, which are operated by the state or federal government 

and typically incarcerate people who have a sentence of over a year; jails, which are 

typically operated at the county level and incarcerate people who have not yet gone to trial 

and those with sentences of a year or less; and community corrections settings such as 

probation and parole systems.7 In 2012 approximately 637,000 prisoners were released from 

federal and state prisons.8 Local jails experienced higher turnover rates, with a daily 

population of 731,000 but a yearly population of 11.7 million in 2013.9

Previous evidence suggests that the period directly following release from prison or jail is a 

time when former inmates are particularly likely to experience negative health outcomes. 

Ingrid Binswanger and coauthors found that in the two weeks following release, the 

mortality rate among released prisoners was 12.7 times the rate among the general 

population. The leading cause of death during this period was drug overdose.10

Discharge planning varies widely by jurisdiction, but incarcerated individuals are typically 

released with no more than a two-week supply of medication, which makes it difficult for 

them to manage their health problems.11 Another likely contributing factor to diminished 

health status among justice-involved populations is lack of health insurance. An estimated 

80 percent of incarcerated people lacked health insurance coverage or the financial resources 

to pay for medical care before 2014.12

The Affordable Care Act (ACA) has provided unprecedented new opportunities to address 

low rates of insurance coverage among people returning to the community after 

incarceration. Under the ACA, thirty states and the District of Columbia have opted to 

expand Medicaid to allow enrollment of nonelderly people whose income is less than 138 

percent of the federal poverty level, including single or childless men. Before the ACA, a 

large majority of adult Medicaid enrollees were women, since enrollment was limited to 

specified categories of low-income individuals, including children and their caregivers, 

pregnant women, and individuals with disabilities. The expansion of Medicaid in these states 

to most low-income adults meaningfully affects justice-involved populations, which 

disproportionately consist of low-income men.13 Nathan Birnbaum and coauthors report that 

nearly all criminal justice–involved individuals are now eligible for Medicaid upon release 

in Medicaid expansion states.14
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Before the ACA, Medicaid enrollment among justice-involved individuals with disabling 

mental illnesses was associated with increased use of health care services and reduced 

recidivism.15,16 These findings suggest that enrolling people by the time of their release 

could enhance access to health care for a group with high health risk, while also reducing 

crime and incarceration. By federal regulation, Medicaid funds cannot be used to cover 

health services provided while a person is incarcerated.17,18 As a result, an individual’s 

Medicaid enrollment must be either suspended or terminated during the period of 

incarceration. However, incarcerated people are eligible for Medicaid upon release.

Given the changing landscape of insurance eligibility under the ACA and the overlap 

between people newly eligible for Medicaid and the justice-involved population, a relatively 

small group of state and local jurisdictions have begun innovative programs to have 

incarcerated individuals enrolled in Medicaid by the time they are released. To date, no 

study has attempted to capture a national picture of the efforts that are taking place. We 

filled this gap by creating an inventory of efforts to enroll justice-involved individuals in 

Medicaid across the nation.

Study Data And Methods

PROGRAMS ENROLLING JUSTICE-INVOLVED PEOPLE IN MEDICAID

Between June and December 2014 we used two strategies to identify programs enrolling 

criminal justice–involved populations in Medicaid. In the first strategy we asked policy 

experts around the country to identify such programs. Experts in the field included leaders of 

programs that were then enrolling justice-involved populations in Medicaid as well as 

representatives of national health and criminal justice advocacy organizations and 

foundations. Experts were identified with the assistance of the study funder, the Laura and 

John Arnold Foundation, and of the Open Society Foundations’ Medicaid Jail Enrollment 

Initiative and Community Oriented Correctional Health Services. In the case of California, 

we initially identified programs via a survey conducted by Californians for Safety and 

Justice, and we then contacted these programs to gather information for the inventory.

In the second strategy we conducted an online search to identify additional programs 

enrolling individuals in Medicaid that were established before or in the context of ACA 

Medicaid expansions. Using key search terms, we identified and reviewed multiple 

information sources, including peer-reviewed journal articles, news media, and publicly 

available reports from both governmental and private organizations and agencies. For peer-

reviewed journal articles, we searched PubMed and Google Scholar. For news media, we 

searched LexisNexis and Google News. For all searches, we used the following key search 

terms: prisoners, prison, jail, health insurance, Medicaid, and Affordable Care Act. Searches 

were conducted in combination with the names of the fifty states and the District of 

Columbia.

Once we had identified counties and states with programs that enrolled justice-involved 

individuals, we developed a standardized protocol to collect information on the 

characteristics of each program. We identified contacts to interview, and we reached out to 

Bandara et al. Page 3

Health Aff (Millwood). Author manuscript; available in PMC 2016 May 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



them between August and December 2014 by e-mail, telephone, or both to collect summary 

information.

Some counties and states were operating programs with multiple components (for example, 

a component that enrolled people while they were in jail and another component that 

enrolled people who were in the probation system) that had overlapping staff and resources. 

As a result, we categorized program information at the jurisdiction level—that is, the county 

or state in which the program operated—instead of categorizing each individual component 

of the program.

We developed a coding instrument to categorize the key components of each program. They 

included program setting, enrollment personnel, point of screening for Medicaid eligibility, 

and target enrollment population. Options for program setting were local jails, state prisons, 

the probation or parole system, or other. Options for enrollment personnel were corrections 

staff; staff of a community-based or nonprofit organization; staff of a public health 

department, social service agency, or other health agency; or other. Options for point of 

screening for Medicaid eligibility were during booking, during incarceration, during release, 

after release, or other. Options for target enrollment population were people with serious 

mental illnesses, with substance abuse treatment needs, or with chronic somatic illnesses; 

other special populations; or no special population.

INVENTORY OF PROGRAMS

Our inventory included programs in place as of January 2015. We contacted leaders of each 

program in early 2015 to validate program information as of that January. We 

simultaneously administered a six-item survey via e-mail to collect information on whether 

the programs’ jurisdictions used any of four specific policy approaches to facilitate Medicaid 

enrollment. These were suspension instead of termination of Medicaid benefits for people 

who were incarcerated, use of presumptive eligibility for Medicaid (that is, presuming an 

inmate is eligible before the application has been processed, so that as soon as the inmate is 

released, Medicaid can be billed for his or her health care), allowing enrollment during 

incarceration, and accepting alternative forms of identification during the enrollment 

process.

All of the sixty-four programs in the final inventory validated the summary and coding of 

their jurisdictions, and sixty-one of them completed the survey about adoption of the four 

policy approaches. We report the status of programs in the inventory as of January 2015; our 

study did not capture program evolution after this date.

The inventory includes programs directly affiliated with county and state corrections 

departments that initiated Medicaid enrollment of justice-involved individuals during 

detention, incarceration, or the release process. To maintain a feasible scope for the study, 

we excluded community-based organizations, such as the Transitions Clinics in San 

Francisco, that initiated Medicaid enrollment of clients primarily in the community or in 

clinical settings once clients had left the justice system.19
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LIMITATIONS

This study had several limitations. First, while the inventory is as comprehensive as was 

feasible, we may have missed some programsthatwereinoperationinJanuary2015. Our 

Internet search terms included all states. However, it was not feasible to search for every 

county or to systematically survey every county and state corrections department. County-

based enrollment programs in California were identified via a recently conducted state 

survey. Thus, we were able to be somewhat more comprehensive in capturing all programs 

in California than was feasible in other states. Nonetheless, our use of a rigorous data 

collection process allowed us to identify all or nearly all programs across the nation during 

our study period.

Second, only forty-two of the sixty-four programs in our inventory were able to provide 

information on the number of individuals they had enrolled in Medicaid. Thus, the 

information on how many justice-involved individuals have been enrolled constitutes an 

underestimate.

Finally, we did not systematically collect information on sources of funding to establish and 

run these programs. However, the ability to sustain the programs will depend on a long-term 

viable funding source—in particular, to pay for screening and enrollment personnel. More 

information on how these programs have funded their activities would be helpful for other 

jurisdictions considering the feasibility of launching justice-based Medicaid enrollment 

efforts.

Study Results

We identified sixty-four programs that enrolled justice-involved individuals in Medicaid 

during detention, incarceration, or the release process. Fifty-seven of these were in states 

that had chosen to expand Medicaid, and seven were programs that targeted disabled 

populations and operated in states that had not expanded Medicaid as of January 2015.20

Seventeen programs operated at state-level departments of corrections, and forty-seven 

operated at the county level. Collectively, the programs represented twenty-one states. The 

location of programs varied across census regions, with forty-four programs located the 

West and no more than nine programs in any of the other regions (Exhibit 1). Thirty-three of 

the programs in the West were located in counties in California (data not shown).

Thirty-eight (59 percent) of the programs started in January 2014 or later (Exhibit 1). 

Cumulative enrollment statistics were available for forty-two programs, and those forty-two 

programs reported having enrolled 112,520 justice-involved individuals in Medicaid as of 

the end of our study period (data not shown).

There was significant variation in how the sixty-four programs approached enrollment of 

criminal justice populations. Overall, the programs were more likely to be set up at the 

county than at the state level (as noted above); to be implemented in jails instead of other 

criminal justice settings; to employ staff of public health or other social service agencies to 

conduct Medicaid enrollment instead of, for example, corrections personnel; and to target a 
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general population of justice-involved people instead of special populations such as people 

with serious mental illnesses (Exhibit 1).

Some programs operated multiple components in different settings and were therefore coded 

into more than one category for program characteristics. Forty-nine programs operated in 

jails, seventeen in the prison system, and twenty-seven in the probation or parole system. 

Other settings included work-release programs and community-based reentry centers.

As noted above, a majority of programs used personnel from public health or social service 

agencies to conduct enrollment. County-level programs were more likely than state-level 

programs to do so (68 percent versus 54 percent). The presence of non–criminal justice 

personnel in justice settings has necessitated the formation of partnerships across public 

agencies.

Enrollment personnel also included corrections staff members and staff members of 

community-based or nonprofit organizations. State-level programs were more likely than 

county-level programs to use corrections staff (76 percent versus 21 percent).

Overall, programs most often screened for Medicaid eligibility during in carceration 

(55percent) or after release from prison or jail (47 percent). Smaller percentages of programs 

enrolled individuals within ninety days before release or during booking. Compared to 

county-level programs, state-level programs were more likely to screen for eligibility during 

incarceration (76 percent versus 47 percent) and less likely to screen during the booking 

process (0 percent versus 19 percent). The lack of enrollment during booking at the state 

level compared to the county level may be due to the shorter sentences of inmates in jails—

typically operated at the county level—which results in a shorter time between booking and 

release.

Eighty-three percent of the programs did not target a specific population in the correctional 

setting. However, some programs targeted people with serious mental illnesses, substance 

abuse treatment needs, or chronic somatic illnesses.

Several programs that did not target a specific population prioritized enrolling populations 

with high medical and behavioral health needs or had pilot-tested programs focused on a 

specific population. Programs that started before the Medicaid expansions or those that were 

located in nonexpansion states focused on people with categorical eligibility for Medicaid, 

such as those with disabling mental illnesses. Some programs replaced their targeted 

enrollment screening strategy after Medicaid expansion with population-based screening 

once nearly all inmates became eligible for Medicaid. Although programs varied in the 

strategies they used to enroll incarcerated individuals, several patterns of innovative 

practices emerged.

SUSPENSION VERSUS TERMINATION

Some states had policies that allowed people arriving at a correctional facility with Medicaid 

benefits to suspend those benefits, instead of terminating them, upon incarceration. For 

example, before 2007, inmates’ benefits in New York were terminated, and inmates had to 

wait months after being released for their reapplication to Medicaid to be processed. But in 
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2007 the state passed a law that made it possible to suspend an inmate’s Medicaid benefits 

and immediately reinstate the benefits upon the inmate’s release.21 Forty (66 percent) of the 

programs were in states with such policies and applied them (Exhibit 2).

Despite the large number of programs that implemented suspension policies, many faced 

barriers in rendering them functional. For example, Colorado passed a law that called for 

incarcerated individuals with Medicaid benefits to have the benefits suspended and to 

maintain eligibility. But as of September 2015 the state had not been able to alter the 

Colorado Benefits Management System, the statewide system used to process benefits 

applications and determine eligibility, to accommodate the suspension of benefits (Terri 

Hurst, Colorado Criminal Justice Reform Coalition, personal communication, September 2, 

2015).

PRESUMPTIVE ELIGIBILITY

Presumptive eligibility refers to the practice of assuming that a person is eligible for 

Medicaid before he or she has completed the enrollment process, which allows providers to 

deliver services without waiting until the Medicaid application is processed. This practice is 

typically used in states to allow qualified entities such as hospitals to provide temporary 

Medicaid eligibility and immediate medical services to specific populations, such as 

pregnant women and children. Twelve programs used presumptive eligibility to cover 

immediate health services and medications for recently released inmates (Exhibit 2).

For example, Connecticut applied the concept of presumptive eligibility to individuals 

released from the state prison system. Because the state begins the Medicaid enrollment 

process for all eligible inmates sixty to ninety days before release, presumptive eligibility 

largely applies to those who are released unexpectedly. Following an analysis showing that 

virtually all released inmates were eligible for Medicaid, the Connecticut Department of 

Social Services began piloting a program in 2010 to issue vouchers to released inmates that 

can be used at community-based pharmacies to receive needed medications. Inmates fill out 

condensed applications for the insurance exchange, which are processed by Department of 

Social Services specialists, and they can immediately receive needed prescriptions even if 

their Medicaid application is pending. This program was expanded to additional correctional 

facilities and courts in November 2012 (Colleen Gallagher, Connecticut Department of 

Corrections, personal communication, September 25, 2014).

AUTHORIZING ENROLLMENT DURING INCARCERATION

Forty-nine programs give people the ability to begin the enrollment process during 

incarceration when release is imminent, which allows inmates to leave a corrections facility 

with their Medicaid enrollment approved (Exhibit 2). For example, the Washington State 

Health Care Authority (HCA), the state’s Medicaid agency, released regulatory guidance to 

allow for enrollment up to thirty days before release if a correctional facility or county office 

has a memorandum of understanding in place with the HCA.22,23 This has resulted in 

several counties’ launching enrollment programs. And in 2013 California passed Bill AB 

720, which allowed each county board of supervisors and sheriff’s office to designate an 
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entity to begin enrolling inmates in Medicaid thirty days before release.24 This resulted in a 

rapid growth in such programs throughout the state.

Some states have faced infrastructure barriers to implementing such laws. For example, 

although Wisconsin allows individuals leaving prisons and jails to begin and complete the 

enrollment process before release via a telephonic application, as of September 2015 the 

state’s online Medicaid application had not been updated to allow a person to complete an 

application if he or she is incarcerated (Mike Bare, Community Advocates Public Policy 

Institute, personal communication, September 3, 2015).

ALTERNATIVE FORMS OF IDENTIFICATION

One barrier for justice-involved populations seeking Medicaid benefits is the lack of specific 

documents, such as proof of identity (for example, a driver’s license or birth certificate) and 

proof of income, that are typically required to complete a Medicaid application.25 Forty-four 

programs have developed systems that allow people to use alternative documents as proof of 

income and identification (Exhibit 2). For example, Rhode Island Medicaid allows inmates 

to use their corrections identification to verify name, date of birth, and residency.26

Discussion

Criminal justice–involved populations constitute a sizable component of the population 

eligible for Medicaid following state expansions under the ACA. As a result, new and 

expanded justice-based enrollment programs have emerged in states and counties around the 

country with the goals of improving population health and reducing recidivism. Many 

programs have opted to screen incarcerated people for eligibility once their release date has 

been set and to make use of enrollment personnel from health and social service agencies. 

Overall, however, programs are using a wide variety of methods depending on what best fits 

their criminal justice and Medicaid systems. We identified four promising innovative 

practices that could be used by states or counties considering launching justice-based 

Medicaid enrollment efforts: the suspension, instead of the termination, of Medicaid benefits 

when a person is incarcerated; presumptive eligibility; authorizing enrollment during 

incarceration; and allowing the use of alternative forms of identification for enrollment.

While the literature generally supports policies to suspend instead of terminate Medicaid 

benefits upon incarceration, there is variation in how well suspension policies work in 

practice.27,28 David Rosen and coauthors found that most states with suspension policies 

reported being able to reactivate benefits within a month of release but that some states with 

the policies reported that reenrollment was not an automatic process.28 Furthermore, Joseph 

Morrissey and coauthors concluded that some local jurisdictions suspend benefits, despite 

state policies that require termination of benefits.16 Future research should characterize 

states’ suspension activities to understand the effects on enrollment after release and identify 

best practices for the implementation of suspension policies.

Previous research on the effect of presumptive Medicaid eligibility among pregnant women 

indicates that the policy is associated with an increase in completing Medicaid enrollment 

and initiating prenatal care following the initial services provided under presumptive 
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eligibility.29,30 Future research should assess whether authorization of enrollment during 

incarceration and use of modified presumptive eligibility decreases the probability of gaps in 

medication or care immediately after a person is released from incarceration. It will be 

important to better understand the contribution of presumptive eligibility to insuring this 

group.

Previous research has also identified the lack of proper documentation as a key barrier to 

Medicaid enrollment.17,25,31,32 Medicaid agencies often require numerous forms of 

identification for enrollment, which may have been confiscated or absent at booking or not 

be available following release. Former prisoners face cost and time barriers since obtaining 

some documents, such as birth certificates, may take several months.25 These logistical 

barriers to acquiring necessary documentation are likely to be harder to surmount for 

programs initiating the enrollment process while a person is still incarcerated, since such 

people have limited access to required documentation. As a result, several programs allow 

the use of alternative documentations, such as a corrections identification card. Future 

research should examine the variation in these policies and identify mechanisms that 

facilitate the use of alternative forms of documentation, focusing particularly on how state 

information technology infrastructure (for example, databases that determine benefit 

eligibility and online systems that process applications) should be updated to accommodate 

them.

While our inventory focused on programs that were directly associated with state and local 

correctional agencies in enrolling individuals during detainment, incarceration, or the release 

process, several community-based programs also exist. For example, Camden Churches 

Organized for People, in New Jersey, enrolls released inmates as part of a larger program to 

reintegrate people back into the community. The efforts and effects of these initiatives 

should be examined to gain a richer understanding of insurance enrollment of justice-

involved individuals.

Policies such as presumptive eligibility and suspension of benefits are an important first step 

in continuity of care. However, the provision of health insurance and medication alone 

cannot ensure that former inmates seek and receive needed health care after incarceration.12

Several programs in this inventory are engaged in other approaches to increase the likelihood 

that Medicaid enrollment will result in engagement in care. For example, state prison 

facilities in Rhode Island conduct educational courses to enhance prisoners’ health literacy. 

In Multnomah County, Oregon, the corrections and health departments partner with local 

community-based providers to schedule postrelease medical and behavioral health 

appointments. And in Shasta County, California, inmates in the county work-release 

program receive a two-day sentence reduction if they submit a Medicaid application. 

Moving forward, other programs may consider using these or other incentives for enrollment 

to increase engagement in medical care services.
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Conclusion

The Affordable Care Act has provided an unprecedented opportunity to expand criminal 

justice–involved individuals’ access to health insurance. Because justice-involved 

populations have comparatively high health needs, many jurisdictions have used the ACA as 

an opportunity to initiate Medicaid enrollment for these populations. This first national 

review of programs providing that enrollment following passage of the ACA highlights 

certain facilitators of and barriers to implementation.

The criminal justice infrastructure is a complex system housed in multiple settings that 

requires a variety of policies and approaches to successfully implement Medicaid enrollment 

programs. This is illustrated by the great variation in design of the sixty-four programs in the 

inventory. As these initiatives evolve, future research should examine how they influence 

health and criminal justice outcomes and should assess their role in larger efforts to reduce 

health disparities and improve population health outcomes.

Acknowledgments

This study was supported by a grant from the Laura and John Arnold Foundation. The authors are grateful for 
assistance from Californians for Safety and Justice, in connecting the authors with a number of the programs in 
counties in California, and from the early adopters in the Open Societies Foundations Medicaid Jail Enrollment 
Initiative.

NOTES

1. Glaze, LE.; Kaeble, D. Correctional populations in the United States, 2013 [Internet]. Washington 
(DC): Department of Justice, Bureau of Justice Statistics; 2014 Dec. [cited 2015 Oct 27]. Available 
from: http://www.bjs.gov/content/pub/pdf/cpus13.pdf

2. Walmsley, R. World prison population list (tenth edition) [Internet]. London: International Centre 
for Prison Studies; 2013 Mar 31. [cited 2015 Oct 27]. Available from: http://www.apcca.org/
uploads/10th_Edition_2013.pdf

3. Binswanger IA, Krueger PM, Steiner JF. Prevalence of chronic medical conditions among jail and 
prison inmates in the USA compared with the general population. J Epidemiol Community Health. 
2009; 63(11):912–9. [PubMed: 19648129] 

4. Wilper AP, Woolhandler S, Boyd JW, Lasser KE, McCormick D, Bor DH, et al. The health and 
health care of US prisoners: results of a nationwide survey. Am J Public Health. 2009; 99(4):666–
72. [PubMed: 19150898] 

5. James, DJ.; Glaze, LE. Mental health problems of prison and jail inmates [Internet]. Washington 
(DC): Department of Justice, Bureau of Justice Statistics; 2006 Sep. [cited 2015 Oct 27]. (Special 
Report). Available from: http://www.bjs.gov/content/pub/pdf/mhppji.pdf

6. Patel K, Boutwell A, Brockmann BW, Rich JD. Integrating correctional and community health care 
for formerly incarcerated people who are eligible for Medicaid. Health Aff (Millwood). 2014; 33(3):
468–73. [PubMed: 24590947] 

7. Gates, A.; Artiga, S.; Rudowitz, R. Health coverage and care for the adult criminal justice-involved 
population [Internet]. Menlo Park (CA): Henry J. Kaiser Family Foundation; 2014 Sep 5. [cited 
2015 Oct 27]. Available from: http://kff.org/uninsured/issue-brief/health-coverage-and-care-for-the-
adult-criminal-justice-involved-population/

8. Carson, EA.; Golinelli, D. Prisoners in 2012: trends in admissions and releases, 1991–2012 
[Internet]. Washington (DC): Department of Justice, Bureau of Justice Statistics; [revised 2014 Sep 
2; cited 2015 Oct 27]. Available from: http://www.bjs.gov/content/pub/pdf/p12tar9112.pdf

Bandara et al. Page 10

Health Aff (Millwood). Author manuscript; available in PMC 2016 May 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.bjs.gov/content/pub/pdf/cpus13.pdf
http://www.apcca.org/uploads/10th_Edition_2013.pdf
http://www.apcca.org/uploads/10th_Edition_2013.pdf
http://www.bjs.gov/content/pub/pdf/mhppji.pdf
http://kff.org/uninsured/issue-brief/health-coverage-and-care-for-the-adult-criminal-justice-involved-population/
http://kff.org/uninsured/issue-brief/health-coverage-and-care-for-the-adult-criminal-justice-involved-population/
http://www.bjs.gov/content/pub/pdf/p12tar9112.pdf


9. Minton, TD.; Golinelli, D. Jail inmates at midyear 2013—statistical tables [Internet]. Washington 
(DC): Department of Justice, Bureau of Justice Statistics; [revised 2014 Aug 12; cited 2015 Oct 27]. 
Available from: http://www.bjs.gov/content/pub/pdf/jim13st.pdf

10. Binswanger IA, Stern MF, Deyo RA, Heagerty PJ, Cheadle A, Elmore JG, et al. Release from 
prison—a high risk of death for former inmates. N Engl J Med. 2007; 356(2):157–65. Erratum in 
N Engl J Med. 2007; 356(5):536. [PubMed: 17215533] 

11. Rich JD, Wakeman SE, Dickman SL. Medicine and the epidemic of incarceration in the United 
States. N Engl J Med. 2011; 364(22):2081–3. [PubMed: 21631319] 

12. Rich JD, Chandler R, Williams BA, Dumont D, Wang EA, Taxman FS, et al. How health care 
reform can transform the health of criminal justice–involved individuals. Health Aff (Millwood). 
2014; 33(3):462–7. [PubMed: 24590946] 

13. Cuellar AE, Cheema J. As roughly 700,000 prisoners are released annually, about half will gain 
health coverage and care under federal laws. Health Aff (Millwood). 2012; 31(5):931–8. [PubMed: 
22566431] 

14. Birnbaum N, Lavoie M, Redmond N, Wildeman C, Wang EA. Termination of Medicaid policies 
and implications for the Affordable Care Act. Am J Public Health. 2014; 104(8):e3–4. [PubMed: 
24922155] 

15. Morrissey JP, Cuddeback GS, Cuellar AE, Steadman HJ. The role of Medicaid enrollment and 
outpatient service use in jail recidivism among persons with severe mental illness. Psychiatr Serv. 
2007; 58(6):794–801. [PubMed: 17535939] 

16. Morrissey JP, Steadman HJ, Dalton KM, Cuellar A, Stiles P, Cuddeback GS. Medicaid enrollment 
and mental health service use following release of jail detainees with severe mental illness. 
Psychiatr Serv. 2006; 57(6):809–15. [PubMed: 16754757] 

17. Somers SA, Nicolella E, Hamblin A, McMahon SM, Heiss C, Brockmann BW. Medicaid 
expansion: considerations for states regarding newly eligible jail-involved individuals. Health Aff 
(Millwood). 2014; 33(3):455–61. [PubMed: 24590945] 

18. 42 CFR, sec. 435.1009.

19. Wang EA, Hong CS, Samuels L, Shavit S, Sanders R, Kushel M. Transitions clinic: creating a 
community-based model of health care for recently released California prisoners. Public Health 
Rep. 2010; 125(2):171–7. [PubMed: 20297743] 

20. Henry J. Kaiser Family Foundation. Status of state action on Medicaid expansion decision 
[Internet]. Menlo Park (CA): KFF; [cited 2015 Oct 27]. Available from: http://kff.org/health-
reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act

21. N.Y. S.O.S. Law sec. 336.1a.

22. Washington State Health Care Authority. Incarceration—overview [Internet]. Olympia (WA): 
HCA; [revised 2014 Nov 10; cited 2015 Nov 3]. Available from: http://www.hca.wa.gov/medicaid/
manual/Pages/90-110.aspx

23. Washington State Health Care Authority. Memorandum of understanding [Internet]. Olympia 
(WA): HCA; [cited 2015 Nov 3]. Available from: http://www.hca.wa.gov/tribal/Documents/
Incarceration_HCA_Sample_MOU.pdf

24. Cal. Pen. Code sec. 4011.11.

25. La Vigne, N.; Davies, E.; Palmer, T.; Halberstadt, R. Release planning for successful reentry: a 
guide for corrections, service providers, and community groups [Internet]. Washington (DC): 
Urban Institute; 2008 Sep. [cited 2015 Oct 27]. (Research Report). Available from: http://
www.urban.org/sites/default/files/alfresco/publication-pdfs/411767-Release-Planning-for-
Successful-Reentry.PDF

26. State of Rhode Island and Providence Plantations Executive Office of Health and Human Services. 
Access to Medicaid coverage under the Affordable Care Act Section 1308: verification of 
Medicaid affordable care coverage group eligibility factors [Internet]. Providence (RI): The Office; 
2015 Jun. [cited 2015 Nov 3]. Available from: http://sos.ri.gov/documents/archives/regdocs/
released/pdf/EOHHS/8046.pdf

27. Regenstein, M.; Christie-Maples, J. Medicaid coverage for individuals in jail pending disposition: 
opportunities for improved health and health care at lower costs [Internet]. Washington (DC): 
George Washington University; 2012. [cited 2015 Oct 27]. (Health Policy and Management 

Bandara et al. Page 11

Health Aff (Millwood). Author manuscript; available in PMC 2016 May 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.bjs.gov/content/pub/pdf/jim13st.pdf
http://kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act
http://kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act
http://www.hca.wa.gov/medicaid/manual/Pages/90-110.aspx
http://www.hca.wa.gov/medicaid/manual/Pages/90-110.aspx
http://www.hca.wa.gov/tribal/Documents/Incarceration_HCA_Sample_MOU.pdf
http://www.hca.wa.gov/tribal/Documents/Incarceration_HCA_Sample_MOU.pdf
http://www.urban.org/sites/default/files/alfresco/publication-pdfs/411767-Release-Planning-for-Successful-Reentry.PDF
http://www.urban.org/sites/default/files/alfresco/publication-pdfs/411767-Release-Planning-for-Successful-Reentry.PDF
http://www.urban.org/sites/default/files/alfresco/publication-pdfs/411767-Release-Planning-for-Successful-Reentry.PDF
http://sos.ri.gov/documents/archives/regdocs/released/pdf/EOHHS/8046.pdf
http://sos.ri.gov/documents/archives/regdocs/released/pdf/EOHHS/8046.pdf


Faculty Publication No. 11-2012). Available from: http://hsrc.himmelfarb.gwu.edu/cgi/
viewcontent.cgi?article=1000&context=sphhs_policy_facpubs

28. Rosen DL, Dumont DM, Cislo AM, Brockmann BW, Traver A, Rich JD. Medicaid policies and 
practices in US state prison systems. Am J Public Health. 2014; 104(3):418–20. [PubMed: 
24432881] 

29. Jarlenski M, Bleich SN, Bennett WL, Stuart EA, Barry CL. Medicaid enrollment policy increased 
smoking cessation among pregnant women but had no impact on birth outcomes. Health Aff 
(Millwood). 2014; 33(6):997–1005. [PubMed: 24889949] 

30. Piper JM, Mitchel EF Jr, Ray WA. Presumptive eligibility for pregnant Medicaid enrollees: its 
effects on prenatal care and perinatal outcome. Am J Public Health. 1994; 84(10):1626–30. 
[PubMed: 7943482] 

31. Cardwell, A. County jails and the Affordable Care Act: enrolling eligible individuals in health 
coverage [Internet]. Washington (DC): National Association of Counties; 2012 Mar. [cited 2015 
Oct 27]. Available from: http://www.naco.org/sites/default/files/documents/County-Jails-
HealthCare_WebVersion.pdf

32. Regenstein M, Rosenbaum S. What the Affordable Care Act means for people with jail stays. 
Health Aff (Millwood). 2014; 33(3):448–54. [PubMed: 24590944] 

Bandara et al. Page 12

Health Aff (Millwood). Author manuscript; available in PMC 2016 May 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://hsrc.himmelfarb.gwu.edu/cgi/viewcontent.cgi?article=1000&context=sphhs_policy_facpubs
http://hsrc.himmelfarb.gwu.edu/cgi/viewcontent.cgi?article=1000&context=sphhs_policy_facpubs
http://www.naco.org/sites/default/files/documents/County-Jails-HealthCare_WebVersion.pdf
http://www.naco.org/sites/default/files/documents/County-Jails-HealthCare_WebVersion.pdf


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Bandara et al. Page 13

E
X

H
IB

IT
 1

C
ha

ra
ct

er
is

tic
s 

O
f 

Si
xt

y-
Fo

ur
 P

ro
gr

am
s 

E
nr

ol
lin

g 
C

ri
m

in
al

 J
us

tic
e–

In
vo

lv
ed

 P
op

ul
at

io
ns

 I
n 

M
ed

ic
ai

d

C
ha

ra
ct

er
is

ti
c

A
ll 

pr
og

ra
m

s
St

at
e-

le
ve

l p
ro

gr
am

s
C

ou
nt

y-
le

ve
l p

ro
gr

am
s

N
o.

%
N

o.
%

N
o.

%

SE
T

T
IN

G

Ja
il

49
77

4
24

45
96

Pr
ob

at
io

n 
or

 p
ar

ol
e 

sy
st

em
27

42
3

18
24

51

Pr
is

on
17

27
15

88
2

4

O
th

er
5

8
1

6
4

9

ST
A

R
T

 Y
E

A
R

20
14

 o
r 

la
te

r
38

59
8

47
30

64

20
12

–1
3

14
22

3
18

11
23

B
ef

or
e 

20
12

12
19

6
35

6
13

C
E

N
SU

S 
R

E
G

IO
N

W
es

t
44

69
4

24
40

85

N
or

th
ea

st
9

14
6

35
3

5

M
id

w
es

t
7

11
4

24
3

6

So
ut

h
4

6
3

18
1

2

E
N

R
O

L
L

M
E

N
T

 P
E

R
SO

N
N

E
L

St
af

f 
of

 p
ub

lic
 h

ea
lth

 d
ep

ar
tm

en
t, 

so
ci

al
 s

er
vi

ce
 a

ge
nc

y,
 o

r 
ot

he
r 

he
al

th
 a

ge
nc

y
36

56
4

54
32

68

C
or

re
ct

io
ns

 s
ta

ff
23

36
13

76
10

21

St
af

f 
of

 c
om

m
un

ity
-b

as
ed

 o
r 

no
np

ro
fi

t o
rg

an
iz

at
io

n
16

25
4

24
32

68

O
th

er
9

14
3

18
6

13

P
O

IN
T

 O
F

 S
C

R
E

E
N

IN
G

 F
O

R
 M

E
D

IC
A

ID
 E

L
IG

IB
IL

IT
Y

D
ur

in
g 

in
ca

rc
er

at
io

n
35

55
13

76
22

47

A
ft

er
 r

el
ea

se
30

47
3

18
27

57

W
ith

in
 9

0 
da

ys
 b

ef
or

e 
re

le
as

e
28

44
10

59
18

38

Health Aff (Millwood). Author manuscript; available in PMC 2016 May 26.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Bandara et al. Page 14

C
ha

ra
ct

er
is

ti
c

A
ll 

pr
og

ra
m

s
St

at
e-

le
ve

l p
ro

gr
am

s
C

ou
nt

y-
le

ve
l p

ro
gr

am
s

N
o.

%
N

o.
%

N
o.

%

D
ur

in
g 

bo
ok

in
g

9
14

0
0

9
19

O
th

er
1

2
0

0
1

2

T
A

R
G

E
T

 E
N

R
O

L
L

M
E

N
T

 P
O

P
U

L
A

T
IO

N

In
di

vi
du

al
s 

w
ith

 s
er

io
us

 m
en

ta
l i

lln
es

se
s

11
17

2
12

9
19

In
di

vi
du

al
s 

w
ith

 s
ub

st
an

ce
 a

bu
se

 tr
ea

tm
en

t n
ee

ds
4

6
0

0
4

9

In
di

vi
du

al
s 

w
ith

 c
hr

on
ic

 s
om

at
ic

 il
ln

es
se

s
3

5
1

6
2

4

O
th

er
 s

pe
ci

al
 p

op
ul

at
io

n
19

30
2

12
17

36

N
o 

sp
ec

ia
l p

op
ul

at
io

n
53

83
15

88
38

81

SO
U

R
C

E
 A

ut
ho

rs
’ 

an
al

ys
is

 o
f 

su
rv

ey
 r

es
po

ns
e 

da
ta

 p
ro

vi
de

d 
by

 p
ro

gr
am

s 
in

 th
e 

in
ve

nt
or

y.
 N

O
T

E
 P

ro
gr

am
s 

ca
n 

be
lo

ng
 to

 m
or

e 
th

an
 o

ne
 c

at
eg

or
y 

in
 s

om
e 

se
ct

io
ns

 o
f 

th
e 

ex
hi

bi
t.

Health Aff (Millwood). Author manuscript; available in PMC 2016 May 26.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Bandara et al. Page 15

E
X

H
IB

IT
 2

In
no

va
tiv

e 
Pr

ac
tic

es
 A

do
pt

ed
 B

y 
Si

xt
y-

O
ne

 P
ro

gr
am

s 
E

nr
ol

lin
g 

C
ri

m
in

al
 J

us
tic

e–
In

vo
lv

ed
 I

nd
iv

id
ua

ls
 I

n 
M

ed
ic

ai
d

P
ra

ct
ic

e
D

es
cr

ip
ti

on

A
ll 

pr
og

ra
m

s
St

at
e-

le
ve

l p
ro

gr
am

s
C

ou
nt

y-
le

ve
l p

ro
gr

am
s

N
o.

%
N

o.
%

N
o.

%

Su
sp

en
si

on
 o

f 
be

ne
fi

ts
Pr

og
ra

m
 te

m
po

ra
ri

ly
 s

us
pe

nd
s,

 r
at

he
r 

th
an

 te
rm

in
at

es
, e

xi
st

in
g 

M
ed

ic
ai

d 
be

ne
fi

ts
 u

po
n 

in
ca

rc
er

at
io

n
40

66
8

50
32

71

Pr
es

um
pt

iv
e 

el
ig

ib
ili

ty
Pr

og
ra

m
 a

ss
um

es
 M

ed
ic

ai
d 

el
ig

ib
ili

ty
 u

po
n 

re
le

as
e 

an
d 

bi
lls

 M
ed

ic
ai

d 
fo

r 
re

ce
nt

ly
 

re
le

as
ed

 in
m

at
es

’ 
he

al
th

 s
er

vi
ce

s 
or

 p
re

sc
ri

pt
io

ns
 b

ef
or

e 
ap

pl
ic

at
io

n 
is

 c
om

pl
et

el
y 

pr
oc

es
se

d

12
20

5
31

7
16

A
ut

ho
ri

zi
ng

 e
nr

ol
lm

en
t d

ur
in

g 
in

ca
rc

er
at

io
n

M
ed

ic
ai

d 
ap

pl
ic

at
io

ns
 a

re
 s

ub
m

itt
ed

 a
nd

 p
ro

ce
ss

ed
 b

ef
or

e 
th

e 
re

le
as

e 
of

 a
n 

in
m

at
e

49
80

14
88

39
87

A
lte

rn
at

iv
e 

fo
rm

s 
of

 id
en

tif
ic

at
io

n
A

lte
rn

at
iv

e 
fo

rm
s 

of
 id

en
tif

ic
at

io
n 

an
d 

pr
oo

f 
of

 in
co

m
e 

(s
uc

h 
as

 c
or

re
ct

io
ns

 id
en

tif
ic

at
io

n 
an

d 
ja

il 
re

le
as

e 
le

tte
r)

 a
re

 a
cc

ep
te

d
44

72
11

69
33

73

SO
U

R
C

E
 A

ut
ho

rs
’ 

an
al

ys
is

 o
f 

su
rv

ey
 r

es
po

ns
e 

da
ta

 p
ro

vi
de

d 
by

 p
ro

gr
am

s 
in

 th
e 

in
ve

nt
or

y.

Health Aff (Millwood). Author manuscript; available in PMC 2016 May 26.


	Abstract
	Study Data And Methods
	PROGRAMS ENROLLING JUSTICE-INVOLVED PEOPLE IN MEDICAID
	INVENTORY OF PROGRAMS
	LIMITATIONS

	Study Results
	SUSPENSION VERSUS TERMINATION
	PRESUMPTIVE ELIGIBILITY
	AUTHORIZING ENROLLMENT DURING INCARCERATION
	ALTERNATIVE FORMS OF IDENTIFICATION

	Discussion
	Conclusion
	References
	EXHIBIT 1
	EXHIBIT 2

